Background: Disrespect and abuse (D&A) can violate human rights, affect women's decisions on the type of delivery method, and exacerbate their mental health conditions; therefore, this study aims to: a) assess the status of D&A and respectful maternity care (RMC) during childbirth and their relationships with childbirth experience, sociodemographic and obstetrics characteristics; b) explain women's perceptions of various RMC aspects and determinants during childbirth; and c) present a guideline for promoting of RMC. Methods/design: A mixed methods sequential explanatory design will be used to conduct this study in 3 phases. The first phase is a quantitative study with a longitudinal descriptive-analytical design to identify any D&A and RMC and their relationships with childbirth experience among 334 women who have given birth in public and private hospitals in Tabriz, Iran. The sample will be selected proportional to each population. The second phase is a qualitative study to explore women's perceptions of various RMC aspects and their determinants during childbirth. The conventional content analysis approach will be used to analyze the data. The third phase is focused on developing a guideline to improve the quality of maternity care. The literature review, findings of phase one and two, and focus group discussion (FGDs) with staff in the labour ward and using a Delphi technique will be used to complete the final phase. Discussion: Considering the vulnerability of women during labor and delivery and the effect of D&A on cesarean section rates, a supportive guideline can improve the quality of maternity care and reduce D&A during childbirth, and improve women's childbirth experiences. Ethical code: IR.TBZMED. REC.1398.202. 
Plain English summary
Disrespect and abuse (D&A) is a global phenomenon that affect women's decisions on the type of delivery method, lactation, childbirth experience and mental health condition. The first phase is a quantitative study with a longitudinal descriptive-analytical design to identify any D&A and RMC and their relationships with childbirth among women who have given birth at public and private hospitals in Tabriz. The second phase is a qualitative study to explore women's perceptions of various RMC aspects and their determinants during childbirth. The findings of the qualitative and quantitative study in addition to the literature review and focus group discussion (FGDs) will be used to developing a guideline. The increasing growth of cesarean section rates highlights the urge to develop a supporting guideline to improve the quality of maternity care, reduce D&A during childbirth, and improve women's childbirth experiences.
Background
The World Health Organization (WHO) has issued a statement on disrespect and abuse (D&A) during childbirth, which emphasized the importance of respectful maternity care (RMC) and women's rights during pregnancy and childbirth, and the need for immediate attention to this global phenomenon [1] . D&A has been recognized as an important issue since 1950; however, it was developed when human rights organizations began collecting evidence on D&A in 2007 [2] [3] [4] . Bowser and Hill (2010) conducted an analysis with a global perspective and presented 7 categories for D&A including physical abuse, discrimination, non-consented clinical care, non-dignified care, non-confidential care, abandonment of care, and detention in health facilities [5] . D&A during labor and childbirth have increased over the past decade [6] . Early studies have reported different prevalence rates ranging from 20% in Kenya [7] to 98% in Nigeria [8] .
The review of relevant articles shows that some multifactorial causes including lack of professional support for health care staff, hierarchical work relations, excessive workload, inadequate staff at different levels, and poor infrastructures can contribute to the increased prevalence of D&A [5, 9] .
Evidence suggests that women may be unwilling to have normal-vaginal delivery (NVD), if they experience D&A during maternity care [10, 11] . In a review article in Iran, Azami et al. (2014) found that in nearly 40% of the cases, mothers selected cesarean section because of their fear of NVD [12] . There is also evidence that mothers may not seek maternity care, if they face D&A [13] . The WHO emphasized the important role of RMC in statements entitled "RMC improves lactation" [14] and "recommendations for improving the childbirth experience" [15] . D&A can violate human rights and exacerbate women's mental health conditions such as sleep disorders and post-traumatic stress disorder (PTSD) [16] .
Despite the abundance of research on D&A prevalence, few studies have investigated effective measures for reducing and preventing the prevalence of D&A behaviors during labor and birth [17] [18] [19] . The identification of both aggravating and mitigating factors of negative and abusive care provider-patient relationships has been neglected in health systems. Several countries have studied the role of D&A in childbirth and its related factors. Quantitative studies conducted in other countries to determine the level and type of D&A show high abuse rates, especially in African countries [8, 20] . Few studies were found to assess women's D&A experiences during childbirth [21] [22] [23] [24] . In Iran, no rigorous study was found to use a standard measurement tool to assess and manage RMC. However, given the importance of the cultural, economic, and social differences among various societies, this issue must be investigated inclusively. A mixed methods research can provide the best approach to identify the indicators of D&A while women's experience is explored and considered in developing new guidelines The mixed methods approach emphasizes epistemological pluralism; hence, it supports the integration of different and even contradictory theories, approaches and methods, it help researchers better understand various concepts [25] .
Regarding the importance of labor and birth, and the impact of D&A on women's decisions on the type of birth method [10, 11] , it is necessary to assess the status of D&A and its related factors to improve RMC behaviors.
Study aim
This study is aimed to assess the status of D&A and RMC during childbirth, their impact on women's experience (quantitative phase) and explore women's perceptions of RMC aspects during childbirth (qualitative phase) to develop a new guideline to improve maternity care in an Iranian population.
Specific objectives
1. Determining psychometric properties (including face validity, content validity, construct validity, reliability, repeatability, and internal consistency) of RMC and D&A scales.
2. Determining central tendency and dispersion indices for RMC scores in pregnant women who have given birth at public and private hospitals in Tabriz, Iran.
3. Determining the frequency of D&A in pregnant women who have given birth at public and private hospitals in Tabriz, Iran.
4. Determining central tendency and dispersion indices for childbirth experience scores in pregnant women who have given birth at public and private hospitals in Tabriz, Iran.
5. Determining the relationship between D&A and childbirth experience in pregnant women who have given birth at public and private hospitals in Tabriz, Iran.
6. Determining the relationship between RMC and childbirth experience in pregnant women who have given birth at public and private hospitals in Tabriz, Iran.
7. Determining the relationship between sociodemographic and obstetrics characteristics with D&A and RMC in pregnant women who have given birth at public and private hospitals in Tabriz, Iran.
Exploring women's perceptions of various RMC aspects and determinants during childbirth in pregnant
women who have given birth at public and private hospitals in Tabriz, Iran. 9. Developing a RMC guideline at public and private hospitals in Tabriz, Iran.
Methods/design

Study design
A mixed methods sequential explanatory design will be used to conduct this study by collecting, analyzing, and integrating the quantitative and qualitative data. Mixed methods are based on the principles of pragmatism paradigm, based on which, the integration of quantitative and qualitative approaches enhances our understanding of an issue or problem. In this study, the quantitative and quantitative data will be collected in the first and second phases, respectively. The qualitative data will be expanded and explained the collected quantitative data in the first phase, and both the quantitative and qualitative data will be integrated in the discussion section and will used to develop the guideline [26, 27] (Fig. 1 ).
Phase one: quantitative study
Phase one is a longitudinal descriptive-analytical study that will be carried out to assess D&A and RMC 6-18 h after birth and then childbirth experience will be assessed after 30-45 days. The RMC and D&A scales will be validated prior to data collection. Then, the relationship between D&A and RMC with childbirth experience and socio-demographic and obstetrics characteristics will be investigated in a group of Iranian women. The target population includes women who have given birth at public and private hospitals in Tabriz, Iran.
Sample size and sampling method
To validate RMC and D&A scales in Farsi language, 230 women will be recruited to unitize the factor analysis. Nunnally and Bernstien suggest selecting 10 participants per item in factor analysis. The D&A scale contains 23 items; therefore, 230 participants will be needed [28] . Considering a follow-up attrition rate of 20%, this number will be increased to 275. Based on a study in Ethiopia [29] , and considering precision (d) = 0.05, Z = 1.96, p = 0.32 (any mistreatment of women, at least one form of mistreatment of women in hospitals), the sample size for the quantitative part of the study was calculated as 334.
Sampling
Following the approval of the research project by the Ethics Committee of Tabriz University of Medical Sciences, the study will be conducted on 334 women who have given birth at public (Al-Zahra, Taleghani) and private (Shams, 29 Bahman, Behboud, Noor-e Nejat, Shahriar) hospitals in Tabriz. The researchers will visit the hospitals, identify eligible women by using the hospital birth statistic system, inform them about the research objectives and method, and obtain their informed consent if they are willing to participate in the study. The participants will complete the sociodemographic and obstetrics characteristics questionnaire, and the RMC and D&A scales 6-18 h after the childbirth. The childbirth experience questionnaire (CEQ2) will be completed 30-45 days after childbirth.
Inclusion criteria
The women who had vaginal birth and live in Tabriz will be invited to participate in the study.
Exclusion criteria
The exclusion criteria are: taking antidepressants over the past year, experiencing stressful incidents such as divorce, facing the death of a family member or diagnosis of a family member with an incurable or life-threatening disease within the past 3 months, suffering from a mental disability, being deaf and mentally disabled, still birth and giving birth to a baby with a major anomaly.
Scales and data collection
The socio-demographic and obstetrics characteristics questionnaire, the RMC and D&A scales, and the CEQ2 will be used to collect the quantitative data. Face-to-face interviews will be conducted to collect the data. The socio-demographic and obstetrics characteristics questionnaire includes questions about age, educational qualifications, occupation, having a companion, religion, ethnicity, marital status, residential status, family income, living place (city or village), type of hospital (private or public), number of pregnancies, number of deliveries and abortions, history of stillbirth and infertility, drug use, history of sexually transmitted diseases, quality of prenatal care, interventions in childbirth (via drug, etc.) by the midwife or the gynecologist, patients' freedom and comfort during labor and delivery, length of labor, participation in physiologic childbirth classes, length of stay in the delivery room, number of maternity care providers during the delivery, various delivery complications, delivery time (day or night), previous delivery place, delivery staff (physician, midwife), and gestational age at delivery.
The RMC scale has four domains and 15 items including friendly care (7 items), abuse-free care (3 items), timely care (3 items), and discrimination-free care (2 items). The responses are scored using the following pattern: "totally agree" (score 5), "agree" (score 4), "I do not know or indifference" (score 3), "disagree" (score 2)", and "totally disagree" (score 1). Items with negative meanings are scored using negative digits. This tool will be completed 6-18 h after the childbirth. The validity and reliability of this tool (α = 0.845) were approved by Sheferaw (2016) in Ethiopia [30] . Higher means indicate more positive childbirth experience of RMC.
The D&A scale consists of 7 statements and 23 items including protecting women from physical harm (6 items), protecting their rights for getting information about their condition/informed consent/their preferences (8 items), maintaining their confidentiality and privacy (1 item), maintaining their dignity and respect (2 items), providing them with equitable and discrimination-free care (2 items), taking care of pregnant women (never left without care/ attention) (3 items), and discharging them upon their request (never detaining or confining them against their will) (1 item). The score zero (if the response is no) or one (if the response is yes) is given to each item to measure the frequency of D&A for each item. If any of the items in a statement are positive, then a D&A will be considered for that statement. This scale was designed by Asefa (2015) [31] and approved by Maternal and Child Health Integrated Program (MCHIP) [32] .
The Childbirth Experience Questionnaire-2 (CEQ2) consists of 22 items, which measures women's childbirth experience. The questionnaire also consists of four domains: own capacity (sense of control, personal feeling about childbirth and labor pain), professional support (midwifery information and care), perceived safety (feeling of safety and positive memories from childbirth), and participation (ability to change position, move, and have a say in the choice of pain relief). A 4-point Likert Scale is used to score 19 items, and the other three items are assessed using a visual analogue scale (VAS). The validity and reliability of the tool has been approved by the American Association of Women. The responses are scored using the following pattern: "totally agree" (score 1), "partly agree" (score 2), "partly disagree" (score 3), and "totally disagree" (score 4). The visual scale values will be converted to scores from 1 to 4: 0-40 (score 1), 41-60 (score 2), 61-80 (score 3), and 80-100 (score 4). Items with negative meanings are scored using negative digits. Higher CEQ2 scores indicate a more positive childbirth experience. This tool will be completed 30-45 days after childbirth [33] . The psychometric properties of the tool have been approved by Mirghafourvand et al. in a PhD project.
The validity of socio-demographic and obstetrics characteristics questionnaire will be measured using content and face validity. The content, face and construct validity of the Farsi version of RMC and D&A scales will be measured following a forward and backward translation process. In a study on a pilot sample of 20 individuals, the two-week test-retest reliability of RMC and D&A scales will be measured, and the Cronbach's alpha coefficient (internal consistency index) and Intra-class Correlation Coefficient (ICC) will be determined.
Data analysis
The quantitative data will be analyzed with SPSS-24. Sociodemographic and obstetrics characteristics and RMC and D&A scales will be described by frequency (percent), as well as mean (standard deviation) if the data are normally distributed or median (25 to 75 percentile) if they are not normally distributed. To determine the relationship between RMC and D&A and childbirth experience, bivariate analyses (including independent-t and Pearson correlation tests) will be conducted, which are followed by a multivariate analysis (multivariable linear regression test) to control the effect of confounding variables. To determine the relationship between socio-demographic and obstetrics characteristics with RMC and D&A, bivariate analyses (including Pearson correlation test, chi-square, independent t-test and one way ANOVA) will be conducted. Then, a backward multiple regression analysis will be conducted to control the effect of confounding variables.
Phase two: qualitative study
The second phase consists of an exploratory qualitative study with content analysis. This qualitative method will be used to explore and explain women's perceptions of various RMC aspects and determinants during childbirth.
Sampling method
Purposive sampling will be used to explore women's perceptions of RMC aspects and determinants during childbirth. The extreme cases on the two sides of the overall RMC score spectrum from phase one (the uppermost and lowermost 10% extreme values) will be selected as the participants in the qualitative phase of the study. A conventional qualitative content analysis approach will be adopted in this study. The main advantage of this approach is obtaining direct information from a study without imposing preconceived categories or theories. Following the completion of the quantitative sampling, the completed RMC questionnaire will be analyzed, extreme cases will be determined, and interviews will be carried out. In addition, participants with specific differences (in some variables) as well as those for whom unexpected results are found will be interviewed.
Data collection
The qualitative data will be audio-recorded during semistructured in-depth interviews with open-ended questions. During interviews, the researchers will encourage participants to express their views and experiences freely [34] . Prior to the qualitative stage, the interview guide will be developed by designing questions based on the findings of the quantitative study and related factors. To obtain credible data, the research team members will begin the interviews with predesigned questions, analyze responses to each question, and raise in-depth and exploratory questions such as "What do you mean?" "Why?" "Please explain further," and "Please give an example." The participants will select the location where they are willing to be interviewed. The sampling will continue until data are saturated [34] .
Data analysis
A conventional qualitative content analysis approach will be adopted to analyze the data. In this approach, the researchers read and interpret all available texts to get a complete understanding of them. Then, the texts are read word-for-word to extract relevant codes. The main advantage of this approach is obtaining direct information from a study without imposing preconceived categories or theories [35] . The data will be analyzed based on a qualitative content analysis method introduced by Graneheim and Lundman [36] . This method allows for extracting not only the explicit content of the texts, but also their implicit content with varying degrees of abstraction. We will use four criteria to evaluate the accuracy of the qualitative data (Credibility, Dependability, Confirmability, Transferability) [37] . The interview texts and codes were organized in MAXQDA.
Phase three: developing a guideline to improve maternity care
The integration of the quantitative and qualitative results can help the researchers develop a guideline for improving the quality of maternity care provided at maternity wards. However, there will be a systematic review of literature to \identify the best practice. The following key terms will be used to search PubMed, Scopus, Embase, Google scholar and Cochrane library. Then, the quality of the obtained data will be evaluated using Grading of Recommendations, Assessment, Development and Evaluation (GRADE) GRADE approach, the evidence and data will be analyzed, to develop the primary version of the guideline. The final version of the guideline will be developed by Delphi technique and focus groups among labor and delivery staff including midwives, obstetric team, manager, educators and other health care providers.
Discussion
The increasing growth of cesarean section rates, highlights the urge to develop a supporting guideline to improve the quality of maternity care, reduce D&A during childbirth, and improve women's childbirth experiences. The present study will provide detailed information on a group of Iranian women's experiences of D&A during childbirth and its related factors to inform the development of the new guideline. The quantitative and qualitative approaches in the mixed method design are integrated to correct possible defects, and provide a better understanding of the subject [38, 39] . The mixed method study will help health professionals understand women's experiences of D&A during childbirth and prevent any potential harm to these women. Considering the vulnerability of women during pregnancy, particularly during labor, and the fact that D&A can be associated with fear of NVD and increased tendency for performing cesarean sections, service providers should pay more attention to women during childbirth.
Developing a guideline that involves evidence based practice principles, women's experiences and maternity staff input can provide a new direction to lead other health care professionals, policymakers, and managers with the same characteristic to improve the quality of the care for women across the world and give new families the best start. 
